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a b s t r a c t
Almost 250 stakeholders from across the world, representing all aspects of diabetes,
attended the 5th International DAWN Summit. The summit focussed on the issues raised
by the recently published DAWN2 study, placing particular emphasis on promoting the
concept of person-centred diabetes care. Discussions between the delegates took place
throughout a variety of sessions, with presentations, interactive exchanges and workshops
providing a platform for clarification of common global priorities and opportunities for joint
action. Following the summit, these ideas were developed further, leading to the creation of a
Global Action Framework. The framework aims to support the ongoing local implementation
of change in response to the DAWN2 results, while helping enable person-centred diabetes
care to become a reality at all levels.
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The 5th International Diabetes Attitudes, Wishes and Needs
(DAWN) summit was held in Leeuwenhorst, the Netherlands,
on 7–8 April 2014, hosted by the DAWN summit partners; the
International Diabetes Federation (IDF), the International
Alliance of Patients’ Organizations (IAPO), the Steno Diabetes
Center, and Novo Nordisk. In all, 248 participants from 33
countries attended from a diverse range of backgrounds,
including people with diabetes, family members, representa-
tives and advocates of people with diabetes, nurses, educators,
dieticians, specialist doctors, general practitioners, psychia-
trists, psychologists, behavioural scientists, and policy
makers.
The summit brought these different stakeholders together
to explore ways of translating the findings of the DAWN2
study into partnership action, and to contribute actively to the
development of a ‘Global Action Framework’. A ‘person-
centred’ approach to diabetes care is vital for achieving
optimal outcomes and patient satisfaction [1,2], and this
framework aims to facilitate the implementation of change in
real-life settings and help make person-centred diabetes care
a reality for all.
During the summit, participants listened to people with
diabetes and their family members, as well as advocates,
researchers, healthcare professionals (HCPs) and policy-
makers from across the globe. They reviewed the findings
of the DAWN2 study, explored the concept of person-centredFig. 1 – DAWN ‘Care Needs’ model.diabetes care and used the DAWN ‘Care Needs’ model (Fig. 1)
to consider stakeholder responsibilities and identify oppor-
tunities for change.
2. DAWN2 and the challenge of diabetes
Sir Michael Hirst opened the summit by reminding participants
of the need for change and highlighting the huge and growing
problem that diabetes presents. There are 382 million people
with diabetes worldwide, a figure estimated to rise to 592
million by 2035 [3]. The socio-economic burden of diabetes and
its associated complications, together with the rapidly increas-
ing number of people at risk of diabetes, requires health and
social care systems around the world to work together to reduce
the number of people developing diabetes, and also reduce the
prevalence and impact of related complications.
Since its inception in 2001, DAWN has recognised and
explored these health and social care-related challenges. The
initial DAWN study [4] revealed major deficiencies in the
provision of education and psychosocial support for people
with diabetes. The subsequent DAWN ‘Call to Action’ [5]
encouraged stakeholders to work together to address the
issues raised by the original DAWN study, leading to a number
of initiatives in the following years. Despite the resultant
achievements, the subsequent DAWN2 study highlighted six
themes throughout diabetes care requiring attention, outlined
in Table 1 [6–11].
The plenary sessions, interactive events and workshops
held at the 5th International DAWN Summit brought multiple
stakeholders together to explore the DAWN2 results themes,
share national action plans, and agree on a way forward to
implement person-centred diabetes care. ‘Interactive ex-
change’ sessions enabled delegates to share examples of
national DAWN partnership initiatives on country posters,
and interactive exhibits provided a forum for dialogue and
input towards a number of practical tools and education
programmes (Appendix, Table A1).
Examples of action plans from the countries participating
in the summit are shown below. Additional examples of
DAWN related activity are available at www.dawnstudy.com
and are reported elsewhere [12].
 In Italy, the DAWN study was undertaken as an integral part
of the national diabetes plan, in formal partnership with the
Ministry of Health. Building on DAWN insights, a national
Table 1 – Key global results and associated themes from the DAWN2 study [6–11].
DAWN2 results themes
Theme Finding
Emotional and physical well-being Diabetes is associated with significant psychosocial challenges
New perspectives on family burden and support Family members are burdened by diabetes but they also represent an
untapped potential for support
Involvement and support for active self-management Active engagement and participation of people with diabetes is lacking but
a high priority for most
Educational and information resources Half of all people with diabetes have never participated in a diabetes
education program, but of those who did most found it very helpful
Access to quality diabetes care Access to quality diabetes care is poor and training and support for HCPs is
limited
Community resources and societal attitudes Discrimination due to diabetes is prevalent and is linked to worse
treatment outcomes
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with a broad array of national stakeholder groups. DAWN2
survey research instruments are now integrated into
BENCH-D, a regional quality-of-care improvement pro-
gramme to advance person-centred diabetes care in primary
care [13].
 In Germany, DAWN2 findings and tools for HCPs to facilitate
psychosocial care in daily practice were disseminated
through national publications, meetings and evidence-
based training programmes for diabetes HCPs.
 In Algeria, DAWN2 has stimulated structured and accre-
dited training programmes for HCPs, which now support
them to work with a person-centred approach to diabetes
care. DAWN2 survey tools are applied in longitudinal
research to monitor improvements for people with diabetes
over time.
 In Australia, an online psychosocial counselling programme
for people with diabetes has expanded since it was
recognised by the DAWN initiative in 2007 and a recent
national position statement [14] for improved communica-
tions about diabetes achieved a positive response.
 In China, DAWN2 survey and diabetes education tools were
adopted into national diabetes education activities for both
people with diabetes and HCPs’ training.
 In Canada, the Canadian Diabetes Association’s clinical
practice guidelines [15] now support regular screening for
the presence of depressive and anxious symptoms. This has
motivated many stakeholders to collaborate further and
advance person-centred diabetes care in Canada.Table 2 – Key focus areas for action identified during interacti
Raise awareness of the DAWN2 study findings
Strengthen the voice of people with diabetes and their family members
Build and nurture trusting relationships involving all stakeholder group
Identify common priorities for action in accordance with the DAWN2 st
Share and identify best practices and effective tools across countries an
Educate all people with diabetes and those who care for them in a whol
the particular needs of vulnerable groups such as children
Use a wide range of locally relevant tools and approaches to reach out t
providing quality information and psychosocial support
Enable multiple stakeholders to work in partnership to guide national p
equal access and availability of quality care, education and a non-disc
Measure and benchmark progress In India, guidelines were updated in response to DAWN
results. Training of HCPs and people with diabetes is being
updated to incorporate the insights from DAWN, increasing
the focus on person-centred diabetes care.
 In the USA, DAWN2 results were integrated into national
diabetes education activities and web-seminars for HCPs,
and applied by diabetes advocacy organisations. Further-
more, publications were disseminated to highlight the
practical implications of the DAWN2 results for diabetes
management to HCPs [11].
 In Qatar, national stakeholders committed to conduct a local
DAWN2 study as part of the Public-Private Partnership
Action on Diabetes.
The outcomes from these interactive sessions highlighted
the desire for access to innovative training resources and
appropriate tools to enable greater personal engagement and
participation of people with diabetes and their family
members in self-management activities, as well as promoting
change in HCPs’ behaviour. The summit also identified the
need to focus on the key elements outlined in Table 2.
3. Summit workshops
Building on the DAWN2 results themes (Table 1), a number of
workshops were conducted to identify common goals,
propose actions and identify indicators to enable effective
partnership action in these areas. Each workshop opened withve sessions.
s
udy results
d regions
e person-centred and participatory way, taking into account
o more people with diabetes and family members,
olicy action to ensure the enactment of rights to
riminatory and supportive environment for all
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change and then explored the current status using relevant
DAWN2 findings. A summary overview of the discussions in
each workshop is given below.
3.1. Personal strategies for wellbeing and engagement
3.1.1. Improve personal strategies in dealing with diabetes
through effective communication and active involvement
DAWN2 highlighted that living with diabetes is often
associated with major psychosocial challenges. An elevated
level of diabetes-related emotional distress was reported by
45% of those surveyed, with 14% having such a low wellbeing
score that they were likely to be suffering from depression – a
percentage nearly double that seen in the general population
[9].
Riva Greenberg, herself a person with diabetes, explained
her focus on the positive, rather than the negative
aspects of her diabetes. She believes you can have a
great life, not despite, but because of diabetes, using it to
become healthier and to create a more meaningful life.
She stressed that personal strategies are just that, per-
sonal, so everyone’s may be different, yet they are vital to
achieve optimal health and quality of life, and helping
people with diabetes to create personal strategies is an
untapped opportunity for HCPs.
People with diabetes need appropriate support to help
them explore, understand and clarify their own wishes and
needs, and then communicate them effectively to appropriate
stakeholders to access the necessary ongoing care across their
own support network. Communication training and provision
of tools for both people with diabetes and HCPs were identified
as important actions to promote engagement and develop
personal strategies. Strengthening community resources
where people with diabetes can become actively involved
with others, with the aim of enhancing their feeling of
wellbeing, was a shared focus. Examples of such resources
included patient support organisations, diabetes-focussed
social network pages and online forums. Empowering people
with diabetes to take responsibility for their condition and
express relevant diabetes-related challenges and needs to
employers and teachers was identified as a key step to
promote supportive work and study environments for people
with diabetes.
3.2. Family involvement and support in diabetes care
3.2.1. Equip the family to manage diabetes
The first DAWN study highlighted the essential nature of
social and family support for people with diabetes to facilitate
successful self-management. The DAWN2 study revealed that
40% of family members experienced high levels of distress
related to concerns about their relative with diabetes, and 61%
stated they were very worried about hypoglycaemia [8]. Even
though many expressed a desire for greater involvement,currently, family members rarely take part in diabetes
education or support themselves.
Sandra Brsˇec, diagnosed with type 2 diabetes in adult-
hood, and her partner, Ernest Rolih, spoke of the initial
impact following Sandra’s diagnosis. However, with Ern-
est’s support, she realised she was still able to lead a
normal life and fulfil her aspirations, including skydiving
and piloting a plane. Another example of Ernest’s help
was how he modified his diet in the same way that
Sandra did, a gesture that made a huge difference to
her morale.
Family members were recognised as an important part of
the support network of people with diabetes, with recognition
of the need for a change in the relationship between HCPs and
family members. Given the psychosocial burden they face, a
need was identified for family members to have access to
ongoing education, support and appropriate care provision,
where relevant. The development and utilisation of screening
tools to evaluate quality of life (QoL) and wellbeing for family
members was also suggested. The collection of family history
information during diabetes-related consultations could also
enable HCPs to initiate and tailor the provision of appropriate
family-member education and support packages. Changes
relating to family members were recommended at community
and policy levels. Suggestions included patient-support
organisations having a family focus, schools adopting support
packs, and national diabetes resolutions focussing on includ-
ing rights and responsibilities also of family members.
3.3. Self-management education and support
3.3.1. Educate from every angle
Only 49% of people with diabetes reported having participated
in a diabetes education programme, according to DAWN2.
However, 81% of those who did found them helpful [9], with
participation in such programmes associated with more
positive outcomes relating to QoL and wellbeing.
Krystal Boyea related how she was diagnosed with dia-
betes while at school in Barbados and, how since then,
she has faced challenges due to the fact that many people
simply do not understand what diabetes is, or the impli-
cations it has. Since becoming involved in the IDF Young
Leaders programme she has worked to change this
situation, helping people with diabetes in Barbados, with
a particular focus on youth with diabetes. She has started
a Youth Arm Committee – BLUEPRINT BARBADOS, and
ultimately aims to become a spokesperson for diabetes.
There was a clear recognition of the importance of
improving support for effective self-management of diabetes,
and the workshop explored the need to improve the
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grammes, for both people with diabetes and their family
members. Several factors were identified as being essential to
the self-management education and support process. First,
self-management education was viewed as a dynamic and
continual learning process that needs to be embedded into
routine health and social care provision. Secondly, the self-
management education process is brought to life through the
active involvement of people with diabetes and their family
members, using recognised pedagogic processes and skills
together with up-to-date technology. Thirdly, there was
consensus that HCPs must educate themselves and keep
up-to-date regarding the provision of person-centred diabetes
care and maintaining the communication skills needed to
facilitate effective self-management of diabetes. Finally,
cultural sensitivities and psychosocial resources and needs
must be considered for person and family affected in order to
ensure the most successful outcomes.
3.4. Quality person-centred diabetes care
3.4.1. Centring care on the people with diabetes requires a
truly holistic approach by all HCPs
The first DAWN study highlighted the essential nature of the
person-centred approach in the treatment of diabetes. In
DAWN2, whilst 52% of HCPs report that they ask patients how
diabetes affects their lives, just 24% of people with diabetes
report being asked this question by their HCP [7,9].
Stuart Bootle has lived with type 1 diabetes since 1983
and related the importance of a holistic approach to
diabetes from his own perspective. The focus on manag-
ing his diabetes was always medical, with little or no
consideration of the associated emotional aspects. Fif-
teen years after diagnosis, he was asked for the first time
how he had felt when he was diagnosed. This simple
question proved pivotal, as it enabled him to reflect upon
and explore day-to-day issues he had not previously
considered. Thinking beyond a purely ‘medical’ and
‘results-driven’ approach enabled him to consider both
his own emotional wellbeing, and that of those close to
him. In turn, this led to improvement in his overall
control and quality of life.
There was overwhelming agreement that HCPs should take
a holistic approach toward enabling high-quality person-
centred diabetes care that reflects both the physical and
psychological needs of people with diabetes. The needs for
more active involvement of people with diabetes in their own
care planning, and shared decision making in relation to
ongoing diabetes management and treatment were also
identified. Innovative training and support solutions were
recommended for all HCPs, at both undergraduate and
postgraduate levels, to improve communication skills, sup-
port self-management and manage the psychosocial aspects
of diabetes. Furthermore, there was agreement that assess-
ment of QoL and wellbeing should be an integral part ofroutine diabetes care for all people with diabetes, with the
inclusion of key psychosocial indicators in healthcare system
core datasets, supported by national and local standards for
diabetes care.
3.5. Building a supportive environment for people with
diabetes
3.5.1. Tackle the stigma and discrimination associated with
having diabetes
According to DAWN2, 19% of people with diabetes feel
discriminated against due to their diabetes [9], and 21% of
family members believe that people with diabetes are
discriminated against [8]. Strategies to combat this key issue
were discussed, focussing on ways to normalise effective
support processes both within institutions and the wider
society, with a view to determining how to reduce discrimi-
nation.
Wim Wientjens discussed ‘moments of truth’ he has
experienced throughout his life regarding discrimination
due to his diabetes, and the effects of discrimination
upon him. It has been a lifelong issue, starting with
stigmatisation at school, and continuing, with significant
consequences, into adulthood, affecting his marriage as
well as his ability to secure insurance and rent a property.
He explained that in order to overcome these issues,
support for people with diabetes needs to come from a
broader base than family and friends, and should involve
the wider community.
There was consensus that building supportive environ-
ments for people with diabetes should start at school, through
the provision of comprehensive information for students and
staff. Addressing institutional discrimination within the
workplace, healthcare, police and prison service settings
was considered a priority. The need for people to understand
and respect the rights of people with diabetes was identified as
essential, and could be promoted through a positive change to
the language used in diabetes-related communication and
education strategies, at both individual and organisational
levels. Working in partnership with media organisations to
develop campaigns and information packs that use positive
messages to raise awareness and promote change regarding
the myths and misperceptions associated with diabetes was
highlighted as an important part of building a supportive
environment for people with diabetes, their family members
and those at risk of developing diabetes.
3.6. Active engagement of people with diabetes in policies
and care development
3.6.1. Organise multiple stakeholders for planned and
systematic engagement
DAWN2 demonstrates that many people with diabetes are not
actively engaged in diabetes efforts in their community; just
38% of HCPs engage people with diabetes directly in efforts to
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with diabetes are adequately engaged in diabetes care policies
[7]. Furthermore, existing models for representation of people
with diabetes in national policies and programmes are often
not widely shared or adapted across countries as reported by
the DAWN2 policy mapping study.
Keegan Hall was diagnosed with type 1 diabetes at age of
16. Keegan, current President of the IDF Young Leaders in
Diabetes, highlighted the important role diabetes advo-
cacy has always played in his life and his coping well with
diabetes. His belief is that people with diabetes need to
have a voice when it comes to policy and care develop-
ment models, especially on a local level, from access to
psychological support, in managing their diabetes.
Discussions highlighted that in order to facilitate the
increased involvement of people with diabetes and other
stakeholders in the development and enactment of policies in
relation to health and social care and law, there is a need for
greater co-ordination, unification and ‘professionalisation’ of
patient support organisations. Enabling such groups to reach
out to people with diabetes and their family members, collate
their views and opinions into ‘one voice’ and connect with
policy decision makers was identified as necessary to ensure
diabetes is on local, national and regional agendas and that
the attitudes, wishes and needs of people with diabetes are
properly understood and considered. Developing the rela-
tionship between ‘patient support organisations’ and the
HCPs involved in diabetes care was also identified as beingTable 3a – Workshop actions and indicators classified by edu
Educat
Actions 
 Develop individually tailored diabetes self-management education and
solutions for people with diabetes and their family members. Include 
on communication skills to help people with diabetes express their ow
and needs appropriately
 Develop HCP education and training programmes, with a focus on
communication skills, enabling collaborative care, self-management
and the evaluation and
management of psychosocial aspects of care. Implement at undergrad
and postgraduate levels
 Develop and introduce education programmes into schools and workp
to help create safe environments that support ‘self-management’, prom
equality of opportunity and actively discourage discrimination
 Explore and implement educational opportunities to support a sustain
change in lifestyle behaviour in those people identified as being at risk
developing type 2 diabetes
 Develop local, regional and international standards and guidelines for 
provision of self-management educationimportant for success. Other successful strategies included
organising multiple stakeholders through steering groups,
implementation groups and alliances to raise diabetes on the
political agenda, and working in partnership across sectors
with existing online communities to help amplify and
mobilise the collective voice of people with diabetes.
3.7. Summary of workshop findings
Following the summit, a qualitative analysis of all the
suggested strategies and areas for action identified three
fields common to all the workshops; education, communi-
cation, and psychosocial support. These span the whole
diabetes journey, from the prevention of disease to the
effective management of complications. The workshop
outcomes are classified according to these fields, and are
detailed in Table 3a, Table 3b, and Table 3c.
The first field is that of education: engaging people with
diabetes, family members, HCPs, employers, payers and policy-
makers and other relevant stakeholders in participatory,
ongoing and whole-person-centred education about diabetes.
Key strategies for identified partnership action on education
 Combine recognised pedagogic processes and skills with the
appropriate use of up-to-date technology, to maximise
reach and impact of educational activities.
 Ensure educational content is developed in partnership with
people with diabetes, family members, HCPs and local
diabetes patient support organisations.
 Ensure self-management education is delivered as an ongoing
process and in accordance with a whole-person-centred
approach.cation.
ion
Possible indicators
 support
training
n wishes
 Percentage engaged in and completing each education
process
uate
 Number of hours a HCP has engaged in training in
each year
laces
ote
 Number of HCP referrals to self-management
education programmes
ed
 of
 Percentage of universities which have included
training in the identified key areas
the  Confidence and knowledge ratings before and
after receiving training
 Questionnaires to assess effectiveness of education,
documenting learning and impact
 Presence of local, regional and international standards
and guidelines supporting self-management education
 Improvement in diabetes self-management, diabetes
related quality of life, wellbeing and health outcomes,
at defined population level
Table 3c – Workshop actions and indicators classified by psychosocial support.
Psychosocial support
Actions Possible indicators
 Ensure the appropriate use of psychosocial assessment and
evaluation tools (Table A1)
 Proportion of HCPs who receive training in psychosocial care
 Ensure that psychosocial assessment and evaluation processes
actively involve people with diabetes and family members to
help them explore their own needs and consider their own
priorities for action
 Proportion of people with diabetes and family members who have
taken part in quality of life and wellbeing assessment,
using paper or electronic medical records
 Develop clear care pathways to ensure appropriate referral for
those people identified as needing additional support, care or
treatment (people with diabetes and family members)
 The extent of use of DAWN2 indicators and questionnaires in routine
practice
 Develop local, regional and international standards and
guidelines for the assessment, evaluation and management
of psychosocial needs in people with diabetes and their family
members
 Number of participants in support groups or communities
 Presence of local, regional and international standards and guidelines
encompassing psychosocial needs
Table 3b – Workshop actions and indicators classified by communication.
Communication
Actions Possible indicators
 Further raise awareness of the attitudes, wishes and needs of
people with diabetes and their family members
 Extent of a campaign’s media outreach
 Initiate collaborative communication and media campaigns
with diabetes advocacy and support organisations and other
stakeholders
 Number of diabetes-related stories featured on mainstream media
 Develop communication tools that enable effective healthcare
provision also outside of face-to-face consultations
 Social media monitoring – levels of social media engagement
 Develop healthcare communication tools and data management
systems that facilitate ‘joined up’ care, enabling different HCPs
and other members of the multidisciplinary team to work
together effectively
 Recognition of published positive stories
 Evaluation of the quality of media messages
 Evidence of ‘telemedicine’ e.g. number of online consultations
 Surveys evaluating level of stigma and discrimination
in social, school and work settings
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communication and dialogue requires training and a
trusting, supportive and respectful environment. Support-
ing people with diabetes through enabling effective com-
munication of their wishes and needs to those who care for
them, as well as helping HCPs to listen, communicate, and
involve people with diabetes are key requirements for
successful progress.
Key strategies for partnership action on communication
 Utilise a balanced, supportive and positive language about
diabetes within communication strategies involving all
stakeholders at individual, organisational and regional levels.
 Work in partnership with appropriate media and advocacy
organisations and utilise up-to-date technology to optimise
the broad reach of key messages.
 Engage and mobilise creative individuals, organisations and
the wider technology industry, to develop innovative com-
munication tools that enable ongoing diabetes support.
The third field is that of psychosocial support: acknowl-
edging that diabetes is a chronic condition that imposesextraordinary demands for self-management on a daily basis,
and is often associated with stigma, fears and uncertainties
about future complications. Psychosocial aspects need to be
considered as an integral part of all care, education, support
and advocacy.
Key strategies for partnership action for psychosocial
support
 Help and support people with diabetes to explore, under-
stand and voice their own psychosocial needs with families,
HCPs, teachers and employers.
 Develop tailored psychosocial support strategies to the
individual needs of people with diabetes and their family
members.
 Integrate assessment of QoL and wellbeing of people with
diabetes and their family members into routine healthcare
provision and quality of care standards.
Workshop discussions also enabled the different stake-
holders present to consider their own roles, responsibilities and
accountabilities in relation to the needs of people with diabetes.
Table 4 – Responsibilities by stakeholder group.
People with diabetes  Actively seek education, resources and support
 Share knowledge and understanding with other people with diabetes, family members and friends,
HCPs, and where appropriate, patient support organisations
 Actively engage with their HCPs and share appropriate information to help optimise their ongoing
care through shared decision making and care planning
 Implement and manage their own agreed care and treatment plans
 Adopt healthy lifestyle behaviours as part of their own self-management of diabetes
 Know how to help prevent, identify and appropriately manage hypoglycaemia
Family members and friends  Actively seek education, resources and support
 Share knowledge and understanding with other family members and friends, HCPs, and
where appropriate, patient support organisations
 Know how to help prevent, identify and appropriately manage hypoglycaemia
Employers/teachers  Create a safe environment that supports ‘self-management’, promotes equality of opportunity
and actively discourages discrimination
 Know how to help prevent, identify and appropriately manage hypoglycaemia
HCPs  Adopt a question-based approach and active listening skills within their consultations to
understand and explore the needs (including psychosocial needs) of people with diabetes and
their family members
 Actively involve people with diabetes and their family members in goal setting, decision
making processes and treatment plans as part of enabling effective self-management
 Embed quality of life indicators into routine practice
 Proactively work with other professionals and organisations to help ensure effective
‘self-management’ and ‘joined up care’ that is ‘whole-person centred’
Community support organisations  Ensure that the organisational structure, processes and activities of patient support
organisations are developed around the needs of people with diabetes and their family members
 Create safe and healthy environments and work in partnership with other stakeholders
to represent and support the needs of individuals with diabetes and their family members
 Encourage the sharing of knowledge and expression of a collective voice of people with
diabetes and family members
Policy makers  Work with academic institutions to change existing undergraduate and postgraduate education
curricula of HCPs to include training in communication and motivation, self-management and
psychological support
 Agree standards in relation to self-management education programmes for people with
diabetes and family members
 Promote health and social care environments that enable person-centred diabetes care and
ongoing psychosocial support tailored to the needs of different populations
 Include QoL indicators within agreed national and international data sets
 Define standards and guidelines for patient support organisations
 Ensure that legal systems, at national and international levels, support people with
diabetes and guarantee equal opportunities in terms of rights, opportunities and employment
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 Engaged and empowered people with diabetes are central to
the partnership action process.
 Every stakeholder has a responsibility to respect the rights of
others and be aware of the attitudes, wishes and needs of
people with diabetes.
 Every stakeholder has a role to play to make person-centred
diabetes care a reality.
Table 4 shows additional potential responsibilities by
stakeholder group, discussed across the summit workshops
that are in keeping with the DAWN Call to Action [5], the IDF’s
International Charter of Rights of People with Diabetes [16]
and the WHO’s Adherence to Long-Term Therapies document
[17].
These workshop outputs have the potential to help
multiple stakeholders work together in the real-life situa-
tion and explore ways to strengthen the voice of people with
diabetes and their families, while supporting HCPs and theirorganisations to change how they deliver healthcare
for people with diabetes. Additionally, they could be used
to drive national community and policy action, to ensure
the enactment of rights of equal access and availability to
quality person-centred diabetes care, to provide timely
and appropriate education that enables effective self-
management, and to nurture a society that is free from
discrimination, stigma, prejudices and the reduced
opportunities associated with diabetes across the world
today.
4. Discussion and conclusions – the Global
Action Framework
The summit highlighted the way in which stakeholders, all
representing different groups of those affected by diabetes,
were able to engage in equal dialogue. This demonstrated how
different stakeholders can work together, in a structured and
proactive way, towards the improvement of care.
Fig. 2 – DAWN Global Action Framework.
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ties of People with Diabetes [16] highlights that well organised,
effective care and treatment is the right of all people with
diabetes. Equally, people with diabetes have the right to full
and adequate information and education about diabetes,
providing them the opportunity to take responsibility for self-
management to the best of their ability. Many of the personal
stories shared at the summit highlighted that significant work
still needs to be done to enable people with diabetes to have
freedom from the discrimination, stigma, prejudices and
reduced opportunities encountered in society.
The outputs of the summit have been instrumental in the
development of the DAWN Global Action Framework, sum-
marised in Fig. 2. Starting from the perspective of a person
living with diabetes, and building on the DAWN Care Needs
Model (Fig. 1), this aims to support the ongoing implementa-
tion of change in response to the DAWN2 results and help
enable person-centred diabetes care at individual, organisa-
tional, national and regional levels. Indeed, the Global Action
Framework reflects the process experienced by delegates at
the 5th International DAWN Summit, and follows recognised
principles of change to provide an implementation framework
that could help bring together diverse stakeholders to
translate the DAWN2 research into action.
The summit workshops identified the critical need for
effective leadership and facilitation of change towards person-
centred diabetes care. The following key steps of the action
framework, which elaborate the stages represented in Fig. 2,
aim to help support the implementation of change in the real-
life setting. Raising awareness is a dynamic concept that can help
develop a sense of partnership and mobilise the hearts and
minds of all those involved. Assuming everyone involved is
already aware of the issues can have a negative impact on
the change process. Sharing personal stories within the
context of the findings of the DAWN2 study proved a
powerful way to reach out and connect with all stakeholders
involved.
 Investing in developing a shared understanding of the
current status that all stakeholders can relate to their own
environment, culture and beliefs is essential. This process
may be facilitated by consideration of the multi-national
DAWN2 survey and benchmarking tools, and cross-national
study comparisons [7–9]. The DAWN programme has a
number of tools that can help stakeholders define the
current status within their own environment (Appendix,
Table A1).
 A clear view of the future is critical to the process of making
change happen. The DAWN Care Needs model (Fig. 1) is a
valuable tool, putting people with diabetes at the centre of
discussions, and helping different stakeholders across the
support network to explore their own view of person-
centred diabetes care. The DAWN Call to Action goals [5] can
help provide a sense of direction, and provide stakeholders
with a number of shared objectives, such as improved
education, communication and psychosocial support which
are important to ensure effective partnership action.
 The global DAWN Call to Action [5], the outputs from the 5th
DAWN Summit workshops and ongoing exchange of
examples of national partnership actions can provide a
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to be done to move forward. Potential actions that could help
with the implementation of person-centred diabetes care
were identified in the workshops (Tables 3a–3c) and during
the poster exchange.
 It is important to agree on how to measure success at
national/policy, healthcare delivery and individual level
early in the process of change. Potential indicators identified
at the summit workshops are shown in Tables 3a–3c.
 The Global Action Framework recognises that effective
partnership action requires a safe and trusting learning
environment that supports all stakeholders. This can be
achieved through understanding their needs, recognising
their individual and organisational capacity and capabili-
ties, defining the potential contributions from each stake-
holder group, and clarifying roles, responsibilities and
accountabilities as part of the action-planning process.
 While partnership action is recognised as being central to
implementing change, it is also important to help ensure
individuals, organisations, nations and regions establish
stability and embed new ways of working, so that they are
accepted and maintained over time. The measurement of
progress, outcomes and impacts of change is key to
demonstrating success and informing the need for future
change.
The two most important focus areas for real-life action
within the Global Action Framework are to:
1. Improve self-management education provision for people
with diabetes and their families, so that it becomes more
participatory and whole-person centred.
2. Educate HCPs and other stakeholders around communica-
tion skills, behavioural change and the psychosocial
aspects of living with long-term conditions like diabetes.
Education is often viewed as something that is done to or by
somebody, with a defined start and end point, with a
curriculum focussed on transferring information to help
develop skills or knowledge. Although this is important, it is
the educational process that is key to success and promoting
understanding. The summit highlighted the need for a
continual learning-based approach to education. Such an
approach should provide a safe environment, use positive
language, and enable people to explore their own relationship
with diabetes, becoming actively engaged in their own care
and in managing their own treatment, as well as the broader
aspects of living with the condition. It was recognised that
establishing new participatory approaches to the process of
education, created in partnership with all involved and
securing investment from the appropriate authorities, was
the overriding global priority for action.Changing relationships is central to enabling the change in
culture required to make person-centred diabetes care a
reality. In day-to-day life, many perceived barriers to change
exist. Time constraints, a lack of funding and limited
resources are all commonly identified as reasons why
healthcare systems and other organisations fail to make
change happen. Many people with diabetes live with signifi-
cant distress in relation to their condition, and change can
often seem impossible. However, it is important to remember
that small changes really can make a big difference. Changing
relationships is possible for all stakeholders, starting with a
small change that requires no additional time, money or
resources. Such change can be effected through the use of
different dialogue and language, and is itself a step that
enables empowerment. Posing the question ‘‘What does your
diabetes mean to you?’’, superficially a very simple question,
could enable a person with diabetes to begin to explore their
personal relationship with their own diabetes. Indeed, helping
people with diabetes and those at risk to utilise the key steps of
the change process defined within the Global Action Frame-
work, in the context of their own self-management pro-
gramme, could help bring the concept of person-centred
diabetes care to life.
Person-centred diabetes care is a dynamic and continuous
process that requires a safe environment and relationships
built on trust. It can be viewed as part of a continual learning
cycle that requires active involvement across the whole
support network. The 5th International DAWN Summit has
demonstrated the importance of continued multinational
scientific research to evaluate progress and benefits of person-
centred diabetes care. Importantly, it has provided an action
framework that could help the multiple stakeholders involved
to work together in a structured way to make person-centred
diabetes care a reality.
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The 5th International DAWN Summit – Agenda
Working together to make person-centred diabetes care a reality
Chair: Sir. Michael Hirst
Moderators: Ingrid Willaing and Soren E. SkovlundDAY 1 Speaker/moderator
09.00-09.10 Welcome and introduction Søren E Skovlund
Ingrid Willaing
09.10-
09.25
Setting the scene: a call to action Sir Michael Hirst
Keegan Hall
09.25-
09.35
Round table introductions Ingrid Willaing
09.35-
10.00
Global DAWN2TM study results and implications Mark Peyrot
10.00-10.50 From insights to action: regional perspectives
Regional challenges and opportunities for making person-centred diabetes care a
reality
Antonio Nicolucci, Europe
Kin-Ping Tsang, Asia
Evariste Bouenizabila, Africa
Martha Mitchell Funnell, North America
10.50-11.00 Introduction to interactive session and workshops Ingrid Willaing
11.00-12.00 Interactive exchange and coffee
 Poster exhibition
 Interactive exhibits
 Global ideas board
All
Poster presenters
Invited exhibitors
12.00-13.00 Lunch
13.00-15.30 6 parallel workshop tracks: Acting together to make person-centred diabetes care a
reality
Workshop leads:
 Personal strategies for wellbeing and engagement Alexandra Greene
 Family involvement and support in diabetes care Bjarne Bruun Jensen
 Active engagement of people with diabetes in policies and care development Kathy Kovacs-Burns & Jo Groves
 Self-management education and support Martha Funnell & Angus Forbes
 Quality person-centred quality diabetes care Stuart Bootle
 Building a supportive environment for people with diabetes Massimo Massi-Benedetti
15.30-16.00 Coffee Break
16.00-17.45 Your calls to action
Plenary feedback from workshops:
Towards a global action framework to enable national and regional partnership
actions for person-centred diabetes care and benchmarking of progress
Moderator: Stuart Bootle
Workshop rapporteurs
17.45-18.00 Wrap up Sir Michael Hirst
DAY 2 Speaker/moderator
9.00- 9.20 Reviewing the outcomes of Day 1 Søren E Skovlund
Ingrid Willaing
9.20-9.50 DAWN in action: country cases
Examples of country perspectives and initiatives Marco Comachi, Italy
Bernd Kulzer, Germany
Sanjay Kalra, India
Michael Vallis, Canada
9.50-10.45 From global strategies to local implementation: Exercise at tables by
country or region:
 Key take home insights for local use
 Country or regional priorities
 Barriers and solutions for partnership action
All
Moderators: Ingrid Willaing and Søren E Skovlund
10.45-11.15 Coffee break
11.15-12.00 From global strategies to local implementation:
Feedback and panel discussion: Sharing local barriers and solutions for
successful partnership action
All
Panellists:
Kathy Kovacs-Burns
Keegan Hall
Mary Shi
Mark Peyrot
Richard Holt
(Continued )
DAY 2 Speaker/moderator
12.00-12.30 Personal action plans Delegates develop and share personal commitments
for action
All
Moderators: Ingrid Willaing and Søren E Skovlund
12.30-
13.00
Acting together: change is in your hands
Conclusions, commitments and next steps
Sir Michael Hirst
Lise Kingo
13:00-14:00 Lunch
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Practical tools for person-centred care
Psychosocial assessment tools (with instructions for use by HCPs) - WHO-5 Well-being Index (WHO-5) [1]
- Problem Areas in Diabetes for adults (PAID and PAID-5) [2,3]
- MY-Q - DAWN MIND quality of life assessment for young people
with diabetes and their parents [4]
Consultation dialogue tools (with instructions for use by HCPs) - Room for diabetes in your life (dialogue about acceptance and role
of diabetes in life) [5]
- Your plans to change your life (motivation and goal-setting tool
for diabetes self-care) [5]
- Dialogue tools for Empowerment, Motivation and Medical
Adherence (EMMA) [6]
Tools for participatory diabetes education - A series of practical tools for participatory, group-based diabetes
education (NEED) [7,8]
Tools to facilitate ongoing research and quality improvement - DAWN2TM and BENCH-D survey research tools for benchmarking and
driving quality improvement in person-centred diabetes care [9;10]
- DAWNTM primary care team self-assessment: Prioritising
improvements
in clinical practice for person-centred care
Training and education resources - DESMOND is a structured education programme designed for people
with type 2 diabetes (http://www.desmond-project.org.uk/)
- DAWN training tools (facilitator guide, training videos, DAWN2 study
slide decks) for diabetes care teams in effective communication and
person-centred diabetes care. (Delegates provided input during the
5th DAWN Summit)
- DAWN MIND (Monitoring Individual Needs in People with Diabetes)
resources for diabetes teams to make psychosocial evaluation part
of standard person-centred diabetes care
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